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HOSPICE SERVICES

Reimbursement for hospice care shall be made according to the methodology and amounts
calculated by the Centers for Medicare and Medicaid Services (CMS). Medicaid hospice
reimbursement rates are based on Medicare reimbursement rates and methodologies, adjusted to
disregard offsets attributable to Medicare coinsurance amounts. The rates will be adjusted for
regional differences in wages using the hospice wage index published by CMS.

Medicaid reimbursement for hospice services will be made at one of four all-inclusive per diem
rates for each day in which a Medicaid recipient is under the care of the hospice provider. The
reimbursement amounts are determined within each of the following categories:

(1) Routine Home Care. The hospice will be paid at the routine home care rate for each day
the recipient is at home, under the care of the hospice provider, and not receiving
continuous home care. This rate is paid without regard to the volume or intensity of routine
home care services provided on any given day.

(2) Continuous Home Care. Continuous home care is to be provided only during a period
of crisis. A period of crisis is defined as a period in which a patient requires continuous
care which is primarily nursing care to achieve palliation and management of acute medical
symptoms. Care must be provided by either a registered nurse or a licensed practical nurse
and a nurse must provide care for over half the total period of care. A minimum of eight (8)
hours of care must be provided during a twenty four (24) hour day which begins and ends at
midnight. This care need not be continuous and uninterrupted. The continuous home care
rate is divided by twenty four (24) hours in order to arrive at an hourly rate. For every hour
or part of an hour of continuous care furnished, the hourly rate will be reimbursed to the
hospice provider for up to twenty four (24) hours a day.

(3) Inpatient Respite Care. The hospice provider will be paid at the inpatient respite care
rate for each day that the recipient is in an approved inpatient facility and is receiving respite
care. Respite care is short term inpatient care provided to the recipient only when necessary
to relieve the family members or other persons caring for the recipient. Respite care may be
provided only on an occasional basis. Payment for respite care may be made for a
maximum of five (5) consecutive days at a time including the date of admission but not
counting the date of discharge. Payment for the sixth and any subsequent days is to be made
at the routine home care rate. For the day of discharge, the appropriate home care rate,
routine or continuous, is paid unless the patient dies as an inpatient.

(4) General Inpatient Care. Subject to the limitations below, the hospice provider will be
paid at the general inpatient rate for each day the recipient is in an approved inpatient
hospice facility and is receiving general inpatient care for pain control or acute or chronic
symptom management which cannot be managed in other settings. For the day of discharge,
the appropriate home care rate, routine or continuous, is paid unless the patient dies as an
inpatient.
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